The case of a patient with dermatomyositis and squamous carcinoma of the oesophagus is reported. No previous individual case report in English of this association has been traced. The patient responded to high-dose steroid therapy. The importance of differentiating dysphagia due to malignancy from that due to dermatomyositis is discussed.
Acute dermatomyositis associated with squamous carcinoma of the oesophagus' S J Karp BSc MRCP Department ofRadiotherapy and Oncology, Middlesex Hospital, London WI The case of a patient with dermatomyositis and squamous carcinoma of the oesophagus is reported. No previous individual case report in English of this association has been traced. The patient responded to high-dose steroid therapy. The importance of differentiating dysphagia due to malignancy from that due to dermatomyositis is discussed.
Case report A 63-year-old advertising consultant presented in July 1983 with a three-month history of epigastric discomfort after meals, abdominal bloating, intermittent regurgitation of food and the loss of one stone (6.3 kg) in weight. He had a past medical history of hypertension and had suffered a transient ischaemic attack 7 months previously when he was noted to have early clubbing. He was taking atenolol and aspirin, was a pipe smoker and consumed moderate quantities of alcohol. Physical examination now revealed marked clubbing and he was also noted to have palmar erythema. Routine blood investigations were normal. An upper gastrointestinal endoscopy revealed an extensive, ulcerating polypoidal carcinoma of the oesophagus extending 25-35 cm from the incisor teeth. The endoscope could not be passed distally. Biopsies showed this to be a poorly differentiated squamous cell carcinoma.
Following a small haematemesis he received a split course of radiotherapy, with an initial 3000 cGy being administered in 8 fractions over two weeks and the same dose again six weeks later. He tolerated this very well, with considerable improvement in his swallowing and weight gain. Three weeks after completion of his radiotherapy he suddenly developed pain and weakness in his proximal limb muscles, a generalized itchy desquamating skin rash and lethargy. These symptoms rapidly progressed and he was admitted to hospital three weeks later.
Examination revealed marked finger clubbing and a florid magenta-coloured scaly eruption on his face including both upper eyelids, the nape of his neck, elbows, forearms, dorsal hands, interphalangeal joints and dorsal proximal phalanges. There was nail-fold telangiectasia and slight scarring of the fingers, particularly both little fingers.
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The rash also extended over his chest anteriorly and posteriorly, and to his buttocks. There was symmetrical wasting and weakness (MRC 3/5) of all proximal limb muscles. The rest of the neurological examination was normal. Investigations revealed Hb 12.0 g/dl, WBC 8.4 x 1.0/l, ESR 108 mm/h. Urea, electrolytes and calcium were normal. Bilirubin was 7,mol/l, alkaline phosphatase (ALP) 394 iu/l (100-280), aspartate aminotransferase 296 iu/l ( < 40), hydroxybutyrate dehydrogenase (HBD) 210 iu/l (<180), creatine kinase (CK) 5258 iu/l (<195). Serum T4 was normal and myoglobinuria was not detected. Antinuclear antibody titre was 1/160, speckled pattern, rheumatoid arthritis (RA) latex agglutination test positive, RA haemagglutination titre 1/40. No other autoantibodies were detected. Immunoglobulins: IgG 18.33 mg/ml (8-16), IgM 0.72 mg/ml (0.5-2.0), IgA 6.39 mg/ml (1.4-4). C3 was 1.47 g/l (0.84-1.65). There was no spontaneous fibrillation in the electromyogram, but there were myopathic polyphasic units in both muscles and the presence of myositis or myopathy was confirmed.
Muscle biopsy showed the features of polymyositis with prominent muscle-fibre degeneration and some regeneration, a scattered inflammatory cell infiltrate in areas and a small degree of fibrosis. Skin biopsy showed hyperkeratosis, some epidermal atrophy with loss of rete pegs, and a very mild inflammatory cell perivascular infiltrate. There was hyalinization of collagen and elastosis in the dermis. Abdominal ultrasound revealed gallstones but no dilatation of the biliary tree or evidence of hepatic metastases. Chest X-ray showed consolidation of the left lower lobe, and pulmonary function was abnormal showing a mild restrictive defect and a reduced KCO.
On fibreoptic bronchoscopy, no intraluminal lesion was seen. Pus was seen draining from the posterior and lateral orifices of the left lower lobe. Examination of the pus showed no evidence of malignant cells or tuberculosis and only scanty Staph. epidermidis was cultured. The electrocardiogram was within normal limits.
A diagnosis was made of dermatomyositis in association with carcinoma of the oesophagus and he was started on prednisolone 60 mg daily. The pulmonary infection was thought to be secondary to aspiration or to pre-existing bronchiectasis and was treated with erythromycin. Further deterioration was halted, with considerable resolution of his skin rash and some slow improvement in muscle power.
In March 1984 he again required admission to hospital, with a three-week history of low back pain. Investigations showed CK 28 iu/l, HBD 203 iu/1, ALP 1222 iu/l. Ultrasound of the liver was normal. Chest X-ray showed bronchiectatic changes in the left lower lobe. X-ray of the spine showed sclerotic lesions in D8 and several lumbar vertebrae and he received radiotherapy to the dorsolumbar spine, with considerable pain relief. His prednisolone had been reduced in dosage to 20 mg daily. His muscle power was now MRC 4/5 in all groups but he still had difficulty rising unaided from a chair.
Over the next two months his general condition deteriorated and he died. Post-mortem examination was not undertaken.
Discussion
Dermatomyositis is an inflammatory myopathy characterized by symmetrical progressive muscle weakness and typical cutaneous lesions (Callen 1981) . The reported prevalence of malignancy in adults with dermatomyositis has varied from 15% to 50% (Barnes 1976 , Callen et al. 1980 , Callen 1982 , but using the more stringent criteria of Bohan & Peter (1975) the true figure is probably between 20% and 30% (Callen 1982) . Dermatomyositis associated with oesophageal carcinoma appears to have been recorded only rarely in large reviews (Barnes 1976 ) and a small number of individual cases have been reported but none in English (Lombardo & Ferrari 1968 , Gautier et al. 1969 , Francois et at. 1973 , Cayla et al. 1981 ). Oesophageal carcinoma is relatively uncommon, constituting approximately 3% of all malignancies (Deeley & Sapsford 1982) , which may, in part, account for the paucity of reports of oesophageal carcinoma associated with dermatomyositis.
Dysphagia is the commonest presenting symptom of oesophageal carcinoma but is also a prominent feature of dermatomyositis, particularly those cases incompletely responding to treatment with corticosteroids or immunosuppressive drugs (de Merieux et al. 1983 ). In these cases it is due to involvement of the cricopharyngeus and other skeletal muscles of the pharynx and upper oesophagus and also to structural and functional abnormalities of the distal oesophagus (de Merieux et al. 1983 ). Clearly these causes of dysphagia must be differentiated from neoplastic involvement.
Dermatomyositis commonly has a subacute onset and is progressive over months to years (Callen et al. 1980) . The rapid onset and evolution of the disease in this patient is relatively unusual and, despite his response to corticosteroid therapy, permanent impairment of muscle power subsequently ensued. Although some authors have suggested that patients with dermatomyositis and malignancy are less responsive to corticosteroids, many patients have been found to benefit from the initial administration of high doses of prednisolone, a significant improvement persisting after the dose is gradually reduced (Talbott 1977) , as in this patient.
Pulmonary infection might have been responsible for the elevated IgA and IgG levels detected, although polyclonal hypergammaglobulinaemia is common in patients with dermatomyositis and rheumatoid factor and antinuclear antibodies occur in 20% of cases (Fye & Talal 1980) . Hypernatraemic dehydration following a road traffic accident' G R Park BSc FFARCS J P Flanagan FRCS Departments ofAnaesthetics and Orthopaedic Surgery, Addenbrooke's Hospital, Cambridge
Motorcycle accidents remain a common cause of morbidity and mortality amongst men. However, it is rare in the UK for victims of motorcycle accidents to remain undiscovered for several days during the summer months. We report the anaesthetic and surgical management of a patient who lay undiscovered in a cornfield for several days following a motorcycle accident.
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